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FOREWORD 

As rehabilitation is an integral part of the treatment of any severely disabling condi¬ 
tion, VA has provided special programs for veterans with severe visual impairment. 
Frequently the veteran and his family need help in understanding and making effective use 
of these programs. To meet our responsibility we must be well informed about the re¬ 
sources and procedures. More important is the ability to present them effectively. The 
veteran's real interest and full involvement are essential to a successful outcome. It is 
intended that the suggestions contained in this program guide will assist VA Social Workers 
to locate veterans with newly acquired blindness or severe visual impairment, help them 
evaluate their conditions, and aid them toward the goal of rehabilitation. 

Contrary to most prevailing opinion, veterans with such conditions are generally not 
easy to find. Their conditions and circumstances are extremely complex to evaluate and 
the rehabilitation processes are rarely known or understood. 

I commend this program guide for its particular usefulness to Social Workers in 
serving men who have acquired new blindness or severe visual loss. It may also be useful 
in contacts with veterans whose sight loss is not new, but whose adjustment patterns appear 
faulty. 

Mr. Russell C. Williams, Chief, Blind Rehabilitation, Physical Medicine and Rehabilita¬ 
tion Service, and Mr. August W. Sperry, Social Work Specialist, have collaborated to present 
this comprehensive statement of principle and experience. 


ROGER CUMMING 
Director, 

Social Work Service 
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FOREWORD 

Nearly everyone who has a serious eye condition, at first centers his hopes on sight 
conservation and restoration by doctors of medicine. When the doctors' best efforts cannot 
help, many veterans are psychologically unprepared to transplant their hopes elsewhere. 
They must, however, be assisted toward intellectual and emotional realization that these 
hopes and plans can no longer be pinned upon sight conservation or restoration. This is in 
reality the first step in the rehabilitation process and will demand the utmost tact and 
understanding on the part of professional people who initially contact the veteran. 

Although it is not generally known that the Department of Medicine and Surgery pro¬ 
vides rehabilitation when severe visual loss or blindness occur, the Physical Medicine and 
Rehabilitation Service does provide such rehabilitation as one of its hospital activities. 
Over the years it has been found to be critically important to provide this rehabilitation 
as soon as possible after the conditions are found to exist on a permanent basis. Since 
veterans frequently reach the level of visual impairment at which rehabilitation is indicated 
while not in a hospital, the ability of the Physical Medicine and Rehabilitation Service to 
provide rehabilitation often depends upon guidance and motivation given by personnel of 
other services. 

All persons who contact veterans with blindness or severe visual impairment will 
find the suggestions of this program guide useful in setting the preparations for rehabilita¬ 
tion in motion. 


A. B. C. KNUDSON, M.D. 
Director, Physical Medicine 
and Rehabilitation Service 
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CHAPTER 1. DEFINITION OF BLINDNESS 

1.01 Service-connected eye conditions are continuing to cause veterans severe 
visual impairments which may entitle them to rehabilitation and other benefits. Althougn 
many cases have been static since discharge, progressive or sudden changes in service- 
connected conditions continue to add new veterans to this group each year. The visual 
impairment levels at which the VA grants special benefits is defined as follows: 

Visual acuity of 20/200 or less in the better eye with ordinary corrective glasses, or 

better than 20/200 if the widest diameter of visual field has contracted to such an 

extent that it subtends an angular distance of no greater than 20 degrees. 

1.02 This is the usual legal definition of blindness. Even though all who meet the 
definition have severely impaired vision, the sight levels within it are many and varied. 
They range from absolute lack of light perception to sight that is useful for many purposes. 

1.03 It is understandable that when severe visual impairment occurs it is often not 
known that it is definable as blindness. Most people believe that blindness is present when 
sight is totally absent, or when there is a little light perception which is without use. They 
believe that if a person retains vision that is in any way useful, he is not blind. A sizable 
percentage of legally blind persons actually have some residual sight, retain ability to 
perceive light, or have vision that is useful. It is an equally common, but erroneous belief, 
even among professional persons, that sight when severely reduced is useless. The legal 
definition of blindness includes persons with some useful sight, but those included do not 
have sufficient sight for many of the activities that are dependent upon a normal visual 
sensory system. This aspect of blindness is not easily nor commonly understood and under¬ 
lies much of the misunderstanding about the condition which is found in the minds of both 
blind and seeing people. 

1.04 For purposes of this program guide only, blindness will be considered to be less 
than useful light perception, and severe visual impairment will include those having useful 
light perception or better. The two categories within the legal definition are delineated to 
promote understanding of visual efficiency and to provide working terminology for different 
conditions. 
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CHAPTER 2. DIFFICULTY IN LOCATING NEW BLINDNESS 

2.01 One of the greatest problems in the management of blindness is in locating 
those who have acquired the condition. It is not usually easy to bring veterans who meet 
the definition of blindness into an effective relationship with the rehabilitation services 
from which they will benefit. Veterans who acquire severe visual impairment or blindness 
often cannot seek services from the VA in the ordinary ways because of the very nature of 
the condition. It is only in rare instances that one who has an irrevocable sight loss will 
seek rehabilitation without outside stimulation. For one thing, it is very difficult for a person 
who has hoped so hard for sight to give organized thought to living without it. Persons who 
have lost their sight do not know what to do besides see a doctor. Beyond the doctor they 
have very little idea of what to seek. Their inability to drive, and otherwise move about by 
themselves, and the inability to read, limits their possibilities for shopping around to learn 
what is available. Without special help and encouragement they do not come in or write to 
the outpatient clinics of the VA. 

2.02 Difficulty in locating new blindness also arises out of the infrequency of its 
occurrence and is greatly heightened because many cases are kept so inconspicuous. The 
following are some basic characteristics of blindness which make it hard to locate: 

a. The definition of blindness, as stated in chapter 1, is not clearly definitive 
as it covers the range from useful remaining eyesight to absolutely no sight at all. 

b. Blindness often comes in association with other serious illness or injury. 
Many times nonvisual organic and functional residuals are mistakenly thought of as in¬ 
hibitions arising from sight loss. Conversely, sometimes disabilities arising from loss of 
vision are improperly analyzed as arising from other disabilities. Doubts and delays 
develop regarding where one turns for service in such cases. 

c. New blindness sometimes brings such severe physical and psychological in¬ 
capacitation that the veteran cannot surmount the difficulties involved in coming out of the 
protective isolation of his family or a very small circle of friends. Sometimes people in 
the small circle around him do not help or allow him to come out of this isolation because 
of their guilt or embarrassment about the occurrence or existence of blindness. 

d. Many people believe that sensory compensation is automatic for blind people 
and that such compensations will come without effort even though one conceals his blindness. 

e. When sight recovery or conservation fails, a person finds it difficult to 
transfer his hopes to something as radically different as rehabilitation. While striving and 
hoping to retain sight, it is understandable that the individual and persons close to him will 
tend to reject thoughts of blindness. He may often show heroism in refusing to surrender; 
when blindness becomes fact, he continues to reject it because to do otherwise would seem 
unheroic. The conversion to an equally heroic struggle to overcome the limitations placed 
upon him is too enormous for him to contemplate without adequate guidance. 

2.03 Any single outpatient clinic or hospital has no more than a few veterans who 
develop severe visual impairment or blindness during any given period. Such an infrequent 
occurrence, interspersed among many other cases of different kinds, can permit personnel 
to become less alert to the potentialities. This may result in failure to take proper 
rehabilitation steps. 

2.04 It would seem to be a fairly simple matter to begin rehabilitation for veterans 
who develop blindness while in a hospital; however, this is not so. Ordinarily, when a 
veteran's hospital treatment is for pathology confined to the visual system, the need for 
hospitalization is over, or nearly so by the time it is ascertained that blindness exists on a 
permanent basis. Most hospitals have no special blind rehabilitation and any needed medica¬ 
tion must be given on an outpatient basis. There is little or no time for rehabilitation steps 
to begin before the blinded veteran goes home. 

2.05 When blindness is complicated by or associated with pathology beyond the visual 
system, the hospital treatment may be prolonged well beyond the point at which blindness 
is known to be permanent. In such instances, rehabilitation for blindness could be provided 
if the hospital has it available. Since blindness often appears under these conditions, this 
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would seem to be a propitious time for rehabilitation. However, this is not as true as it 
might at first seem. Preoccupation with the other conditions and the treatment itself will 
often prevent the patient from facing the reality that blindness is a severe condition with 
which he must cope on a long range basis. Diabetes, paralysis, amputation, severe dis¬ 
figurement, or infections, also present in the blinded patient can keep his mind off the 
seriousness of his blindness to such an extent that his thoughts of rehabilitation are only 
superficial. Patients under those circumstances will be near completion of treatment and 
ready for discharge before they are free to make a realistic appraisal of themselves and 
their blindness. Even so, continuing contacts should be made where possible by hospital 
social workers so that appropriate occasions for rehabilitation discussions will be ob¬ 
served and positively exploited. 
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CHAPTER 3. SPECIAL FACTORS IN SEVERE VISUAL IMPAIRMENTS 

3.01 Long experience shows that veterans whose sight is severely reduced but not 
entirely gone often resist or reject the suggestion that they accept services which they 
think were planned for blind people. Sometimes professional people also have found it 
difficult to suggest to those who retain some useful vision that they enter programs which 
they understand are for people who do not see. It therefore seems wise to discuss with 
veterans with severe visual impairment the need for services and their provisions in terms 
of effectiveness. 

3.02 Those who have severe impairment of vision but still retain some small amount 
of vision which is useful for certain purposes, at certain times require special considera¬ 
tion. This group represents a majority of the veterans with whom this guide is concerned. 
It is fundamental that the social worker know and help the veteran to realize that a person 
does not need to be completely without sight in order to find benefit from rehabilitation and 
to have entitlement thereto. It is of great importance for these veterans to understand that 
rehabilitation is not being provided for them on the assumption that they will eventually 
lose all their sight and is not a preparation for blindness. A large majority of persons with 
severe visual impairment continue to retain vision throughout their life. Those who have lost 
considerable sight but retain a little that is useful have natural anxiety over losing more. 
If such persons believe that rehabilitation is only for those who have lost all useful vision, 
they can be expected to react negatively to the suggestion that they undertake it. This is 
particularly true when the rehabilitation suggested is called "Blind Rehabilitation," or, 
"Rehabilitation for Blindness." Mention of these terms touches a sensitive spot with veterans 
who retain useful vision, particularly when they are used in relation to their own rehabilita¬ 
tion. The rejection of the terms arises basically not from his unwillingness or inability to 
accept the definition of blindnes s to include himself but it stems from his own understanding 
of what blindness is. Few of the general public understand a definition of blindness which 
allows a person to be so defined and yet retain useful vision. 

3.03 It must be clear that rehabilitation measures are beneficial for both persons 
who retain useful vision and for those with no ability to perceive light. Any veteran who 
retains some vision can accept that he has a severe visual impairment. He may well dispute 
that he is blind. It is likely that he feels achievement in his efforts to retain some capacity 
to see and feels pride in what he can do. He is unlikely to accept the definition of blindness 
for himself just because someone tells him he is blind. Therefore, it is of the utmost im¬ 
portance that the first interview begin on the basis that rehabilitation is designed for 
veterans with severe visual impairments and that it should not be entangled with the word 
"blind." It should be stressed to him that rehabilitation includes making maximum use of his 
residual vision while realizing its limitations. 
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CHAPTER 4. CONTACT, EVALUATION, AND GUIDANCE 

4.01 Recognizing the difficulty in bringing service-connected veterans who meet the 
definition of blindness into contact with the VA personnel who can give proper direction to 
their rehabilitation, a system was devised which insures that professional staff are ap¬ 
prised when a veteran meets the definition. When a veteran is rated 70 percent or more 
disabled by a service-connected eye condition, it is mandatory that Physical Medicine and 
Rehabilitation Service in Central Office be notified of the action under Reports Control 
Symbol 10-200 (DM&tS Circular 10-62-122). The PM&R Service then requests that a Social 
Work Service contact be made with the veteran and that a report of findings be transmitted 
to Central Office. At the time the initial contact is made, the social worker is requested 
to introduce the rehabilitation services which the VA provides. It is to offer suggestions 
for these interviews and reports that this guide was prepared. It will also be useful in any 
contact with newly blind veterans either in the hospital or clinic. 

4.02 Both clinic and hospital professional personnel may be in position to set the 
blinded or severely visually impaired veteran's rehabilitation thinking and actions in mo¬ 
tion. As personnel in most stations have only very occasional contact with such veterans, 
and because conditions and circumstances often indicate action by several professional 
disciplines in order to achieve positive results, this guide should be accessible to all 
personnel in contact with such patients. 

4.03 When the hospital or clinic Social Work Service is advised that a veteran's 
service-connected eye condition now meets the definition for severe visual impairment or 
blindness, as defined in chapter 1, arrangements are made to interview with a fourfold 
purpose in mind: 

a. To evaluate the veteran's circumstances and his adjustments now that his 
sight is reduced. 

b. To establish a therapeutic relationship through which the veteran and those 
close to him can come to an understanding of his situation. 

c. To apprise the veteran of the rehabilitation services from which he may bene¬ 
fit. 


d. To help him prepare to utilize them. 

4.04 The social worker's evaluation of the adjustments and attitudes of veterans who 
are reported as having acquired severe visual impairments or blindness and their report 
must not be considered as the only or even the major purpose to be served by their inter¬ 
view. The unusual factors in blindness itself, and in the circumstances which ordinarily 
surround the development of that service-connected condition, make it imperative that the 
chief energies and imagination be devoted to motivating rehabilitation thoughts and action 
in the newly blinded veteran. The social worker must, in essence, lay the foundations for 
the first steps in rehabilitation. 
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CHAPTER 5. PREPARATION FOR INTERVIEW 

5.01 Several steps are advisable in preparing for the interview. Careful study of all 
medical, compensation, training, and prosthetics records should be made. All available 
data and correspondence should be noted for its significance. If any of the reports are not 
clear, the station ophthalmologist or other physician should be consulted for interpreta¬ 
tion. 


5.02 The following points should be checked with either the medical records or 
the physician: 


a. What does the ophthalmologist report the veteran sees through each eye? 
visual acuity for distance and near? visual fields? What is his evaluation of the usefulness 
to the veteran of any residual sight? 

b. Does the veteran see anything at all? Careful note should be taken as to 
whether he has total absence of ability to perceive light. 

c. If he has total absence of sight, does he retain his natural eyes or does he 
have artificial ones? Do records indicate any unattractiveness about the eyes or deformity 
of socket? If he retains his eyes, does he have phthisis bulbi (shrunken eyeballs)? 

d. If eyes are removed, have ocular prostheses been prescribed and provided? 

e. Are eyes painful, or might they be? 

f. If vision remains, is the condition that caused sight loss a progressive one? 
If so, will further sight loss be rapid or slow? 

g. Is surgery indicated now? Later? Might it result in recovery of vision for the 

veteran? 

h. Is veteran receiving ophthalmological treatment? Will this be protracted or 
short term? 

i. Are special precautionary actions for care of eyes and sight indicated on the 
part of the veteran? 

j. Did the ophthalmologist explain the eye condition and treatment to veteran? 
To family? If sight loss is permanent, it is of major importance to learn whether the patient 
was told this. If he was not told, then it is important to know why. What appeared to be the 
reaction of veteran and/or family to explanation of condition and treatment? 

k. Does veteran have any other medical condition besides blindness? Might it be 
painful? It might be helpful to get medical advice in estimating the possible impairment and 
pain resulting from it. 

l. Is veteran receiving disability compensation? How much and for what condi¬ 
tions other than the eyes? 

m. Have there been any contacts between veteran and Vocational Rehabilitation 
and Education personnel of the regional office or vocational counseling personnel of the 
hospital? Was contact in reference to counseling or training? recently, or in the past before 
the onset of severe visual impairment or blindness? What do records show about his educa¬ 
tional or vocational background or aspirations? 

n. Does Prosthetics Officer have records of contact with veteran or has he re¬ 
ceived any communications from him? Have any sensory aids or special equipment been 
issued and what attitudes did the Prosthetics Officer feel the veteran displayed about his 
blindness and towards the use of special equipment? 
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CHAPTER 6. THE INTERVIEW 

6.01 No hard and fast rule can be made as to where the interview should be conducted. 
If the veteran is not in the hospital, the interview would usually be most productive if con¬ 
ducted in the veteran's home. However, home conditions of the veteran or administrative 
considerations may make office visits more desirable. It is of great importance to make the 
interview as quickly as is practicable, and if a significant delay can be prevented by having 
the veteran come into the office, then that should be done. Time is often of the essence in 
preventing negative attitudes and poor personal habits on the part of the veteran or others 
who surround him. He may develop an emotional security which is satisfying at the time, 
but which hold promise of breaking down as time goes on. It is also of vital importance that 
the social worker be familiar with the available agencies, rehabilitation services and 
benefits. 

6.02 If possible the interview should be conducted in three parts: 

a. With the veteran alone. 

b. With the veteran and someone in the family at the same time. 

c. With a family member alone. 

6.03 For a veteran whose vision has diminished to the point where he has little or 
none left, it is certain that some changes in his actions and thoughts are critical. As he is 
a veteran one can be sure that he saw well at one time and that this time extended into his 
early adult life, at least. When a person has lived many years with sight, he develops ways 
of doing many things--all or nearly all of which require sight. Sight loss of major propor¬ 
tions makes the habits of action for such a person unworkable, or very difficult. In order to 
function well it becomes necessary to assign roles to other sensory systems which were 
not carried by them when sight was available. These must be learned. There is no "natural 
compensation" which comes with loss of vision. With the different and greater assignment 
given to other senses there is also the necessity of modifying the way of doing many things 
or of finding substitutions for them. Losses of more than superficial kind are not easily 
weighed and remedial steps are not easily taken. 

6.04 During the interview, the following suggestive points maybe observed, inquired 
about, and considered, depending upon the appropriateness of the circumstances of the 
situation: 

a. What does the veteran know about his eye condition? Does he know diagnosis, 
prognosis? Is his knowledge consistent with that found in the medical record or the explana¬ 
tion of the opthalmologist ? 

b. Does veteran's explanation show that he knows future course of treatment, 
if any, which the doctor has in mind? 

c. If there is no further treatment to be provided, does the veteran understand 
this? Does he seem to accept it? Does family member? 

d. Has veteran seen another doctor? Does he indicate he would like to see 
another doctor? Is it sensed that the veteran is being pressed by family or friends to 
consult another doctor? 

e. As the veteran and family member discuss how much the veteran sees, does 
it seem to be consistent with that reported in the eye reports? Are the comments of the 
veteran on how much he can see consistent with those of the family member? 

f. Does the veteran stress what he is unable to see or what he is able to see? 
(Do you get some indication of the kind of things which he misses because of poor vision? 
or get some impressions of him from the things he enjoys still being able to see?) Do 
relatives know what he misses seeing the most, or is pleased at still being able to see? 

g. As observed, does veteran seem to have enough sight to guide his movements 
and help him locate things about the house? Are the movements easy and confident, or are 
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they hesitant and sometimes inaccurate? Does veteran hold his head in an unusual way at 
times which might indicate that he is striving to get the greatest efficiency out of his re¬ 
maining vision or might indicate hearing impairment? 

h. Does the veteran indicate guilt or blame about his sight loss? Does family 
member indicate guilt or blame? Are significant social, cultural, religious, or super¬ 
stitious beliefs regarding severe sight loss or blindness expressed by veteran or family? 

i. Has sight loss caused veteran to lose or give up his job? If so, with what 
aspects of the job did sight loss interfere? 

j. If the veteran is still working, is there evidence of anxiety over the work 
itself or the possibility of losing it? 

k. What is the level of awareness of the veteran and others about him that people 
with severe visual impairments or blindness work for their living? 

l. What were the veteran's recreations and how has sight loss interfered with 

them? 

m. Is there blindness or other serious handicap infamily or close friends? If so, 
how has it created preconceptions regarding the veteran? 

n. Does the veteran have activities away from home and away from family mem¬ 
bers? 

o. Does veteran say that he can go alone away from the premises? Is there indi¬ 
cation that he actually does go by himself? If instances are related of people taking the 
veteran from place to place, does he seem embarrassed or does he seem to take pride 
that people do this for him? 

p. Does veteran speak of over-protectiveness on the part of family or friends? 
If over-protectiveness exists, does it seem to be a situation where there is fear for his 
safety, ignorance of his capabilities, guilt over cause or existence of blindness, fear of 
condemnation of neighbors if veteran performs self-dependently, or embarrassment by his 
awkwardness or inefficiency? Does his claim of over-protectiveness by others appear to be 
real or a cover up or denial of his personal inadequacy? 

q. Does it appear that someone has taken over management and decision-making 
for the veteran? For his family? 

r. Do family or close friends seem to minimize or exaggerate the effects of 
his visual loss upon the veteran? Upon others with whom he associates? Are these attitudes 
consistent among people involved, or do they tend to differ? 

s. Does veteran magnify the importance of minor achievements on his part, in¬ 
dicating his breadth of horizon and the deprivation of satisfying activity and responsibility? 
Do family and friends tend to magnify minor achievements of the veteran? 

t. Does the veteran seek assistance by indirection, such as alluding to the diffi¬ 
culty of something he intends doing, thus pressing people into his assistance without his 
having to ask for it? 

u. Does veteran or family allege unreasonable or unfair attitudes or actions by 
neighbors or the community regarding veteran's blindness or blindness in general? 

v. Does veteran indicate that people often have difficulty in understanding what 
he wants and needs? Do others indicate that it is often difficult to understand the veteran's 
wishes? Do veteran and the family understand that it is often difficult or impossible for 
someone else to anticipate the needs of one who cannot see and that this problem can lead 
to serious complications in close relationships? 

w. Does some member or members of the family watch for any needs of the 
veteran, real or apparent, and rush to serve him? If so, does the veteran appreciate being 
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catered to or resent it--or are his reactions mixed? Does the family member seem in¬ 
ordinately pleased with the role, or does he play it with embarrassment, reluctance or 
resentment? 


x. Along what line of conversation does the veteran establish his identification 
or individuality with you? 

y. If veteran sees nothing at all, does he express interest in colors, dimensions, 
shapes, textures? Does his response to explanations which include such details indicate 
that his interest is real? 

z. Does he have conditions other than blindness which are disabling or painful? 
Does another condition occupy a place in his attention more than the blindness? 

aa. Does the veteran understand the terms and definitions related to severe visual 
impairment and blindness? 

bb. What does veteran know about rehabilitation for severe visual loss and blind¬ 
ness administered by the VA or by agencies in his State or locality? 

cc. Do statements of the veteran or his family indicate how they feel about the 
blindness or severe sight loss the veteran has acquired? 

dd. Such factors as age, race, marital status, economic status, housing conditions, 
education, work history, family history, family makeup, are important in any rehabilitation 
planning and should be included. 
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CHAPTER 7. CENTRAL REHABILITATION SECTION FOR VISUALLY IMPAIRED AND 
BLINDED VETERANS, VA HOSPITAL, HINES, ILLINOIS 

7.01 It is of great importance that discussions occur about the veteran's participa¬ 
tion in a program of personal and social reorganization to severe visual loss. Such a pro¬ 
gram is provided by the Central Rehabilitation Section for Visually Impaired and Blinded 
Veterans, VA Hospital, Hines, Illinois. So little is known of this program or similar ones 
outside the VA that the social worker may quite safely assume that the newly blinded person 
will need skillful interpretation of its workings and objectives. 

7.02 To take care of the veterans in whom severe sight losses were developing, 
the VA in 1948 established the Central Rehabilitation Section for Visually Impaired and 
Blinded Veterans at Hines. This was specifically planned to give service to veterans from 
all parts of the country. Prior to its establishment, the VA had no program for the explicit 
purpose of preparing veterans for as nearly normal, all-around uninstitutionalized lives as 
their severe sight losses would allow. This special program has remained in constant 
operation, and over the years has received and trained veterans from nearly everywhere 
in the United States and territories. 

7.03 The eligibility criteria under which a veteran may be considered for admission 
to the section at Hines are contained in DM&S Manual M-2 , Part I, paragraph 9.04. That 
reference states in part: "Beneficiaries will be considered eligible whose vision measures 
as follows: Central visual acuity of 20/200 or less in the better eye with ordinary correc¬ 
tive glasses, or better than 20/200 if there is a field defect in which the widest diameter 
of the visual field subtends an angular distance of no greater than 20 degrees in the better 
eye." Those veterans whose vision is measured within the limits stated are considered to 
have encountered a sight loss of such seriousness that special rehabilitation measures 
should be considered for them. 

7.04 While age, chronic illness, and attitudes, are very important considerations in 
this kind of rehabilitation, it is not necessary, as has sometimes been assumed, that youth, 
general good health, and strong motivation, be present in a veteran before he can benefit. 
Blindness is distressing to persons of any age. The distress may vary widely in kind and 
degree, but in all ages, rehabilitation needs exist and age alone does not preclude benefits. 

7.05 The erroneous belief is still wide spread that veterans who have exhausted or 
never had entitlement to vocational counseling and training benefits administered by the VA 
are not entitled to rehabilitation at the Central Rehabilitation Section. Any veteran eligible 
for hospitalization and having the required degree of visual impairment is eligible for 
admission to this section. Both veterans with service-connected conditions and those with 
non-service-connected conditions are eligible under provisions governing hospitalization. 

7.06 There are some points of misunderstanding about rehabilitation for the blind 
in the VA which must be clear to personnel who evaluate the readiness of blinded veterans 
for this program. Special facilities and rehabilitation programs for the blind do not exist 
in every hospital of the VA. 

7.07 VA Hospital, Hines, Illinois, is designated as the Central Rehabilitation Section 
for Visually Impaired and Blinded Veterans. Veterans whose primary need for hospitaliza¬ 
tion is due to blindness should be admitted into this specialized program. All blinded 
veterans with undeveloped potentialities for life outside an institution should be encouraged 
to undertake this program which was designed especially for them. The program includes 
less strenuous rehabilitation for veterans with infirmities due to age and other disabilities. 

7.08 The VA's hospitalization aims for veterans with severe visual impairments are 
consistent with its aims for all other patients. Providing medical rehabilitation for veterans 
with severe sight losses at VA Hospital, Hines, Illinois, is done for the purpose of helping 
them to resume life outside. The Central Rehabilitation Section is the place established 
for the specific purpose of helping veterans learn how to manage themselves well enough 
to live near normal lives in their chosen community. 

7.09 Some domiciliary centers have accepted veterans eligible and suitable for 
domiciliary living who are also blind. Some stations treat veterans who are blind for 
neuropsychiatric illnesses. In these cases the stations have developed rehabilitation as a 
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supplement to the treatment and care of the other conditions for which the blinded veteran 
was admitted. 


7.10 One should not think or speak of the Central Rehabilitation Section for Visually 
Impaired and Blinded Veterans as a school. To most, school is threatening when security 
has been so badly damaged. It implies competition, pressure to meet goals and time limits. 
The program of the center is a therapeutic process where competition among participating 
individuals is at a minimum. Losses from sight deprivation vary widely among individuals, 
and efforts to find out what they are and take corrective steps must be individualized. The 
pace in this process is individualized and competition is not with someone else, but with 
one's self as he strives for achievement. 


7.11 Also, the Central Rehabilitation Section is not a vocational program. It believes 
in the importance and practicality of vocational pursuits for persons with little or no vision, 
but its program is built on the belief that such persons must secure new knowledge, learn 
special skills, develop attitudes and evaluate their potentialities and limitations before 
they can embark upon vocational training or engage in a vocation with reasonable chances 
of success. This knowledge, skill and development is provided by this section. General and 
specific counseling on vocations is given veterans who reach the point at which it is ap¬ 
propriate while engaged in the program. 
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CHAPTER 8. OTHER SPECIAL RESOURCES FOR THE BLINDED VETERAN 

8.01 The interviewer should be prepared to discuss with the veterans and their 
families the special resources for the visually disabled. However, great care must be 
used when evaluating a blinded veteran's need and receptivity for rehabilitation services. 
It can be assumed that in the course of medical treatment there has been mentioned general 
or specific ways in which society has worked out aids for blind people. Often when bits of 
information concerning such things as talking books, braille, or dog guides, are offered by 
someone in a well-meant attempt to bolster morale, they encounter immediate rejection 
from the blinded person. This kind of rejection seems particularly apt to occur when aids 
or benefits are introduced before the blinded person perceives his situation clearly enough 
to have some grasp of how the aids or benefits will help him. This makes it unwise to plan 
to bring a large number of these special benefits to his attention at one time. To do this 
may precipitate rejection of the very aids which are important to him and rejection of the 
rehabilitation program in which these aids play a major part. 

8.02 VA benefits for disabled veterans, such as compensation and pension, voca¬ 
tional rehabilitation and education and premium waiver for life insurance, include provi¬ 
sions for visually disabled veterans with which social workers should be familiar. In addi¬ 
tion, there are special benefits for visually disabled veterans, for instance, automobile 
or other vehicular transportation, and equipment, such as braille writers, typewriters, 
watches, razors, etc., to help them overcome their handicap. 

8.03 Some non-VA resources are listed here so that the interviewer may prepare 
himself with information about them and be ready in the event they might meet a veteran's 
immediate need. Knowledge of them may strengthen the rapport of the worker with the 
veterans and their families. 

a. Talking Book Reproducer--A special phonograph provided for the blind by the 
Federal Government through State or local agencies. The reproducers are furnished to 
persons with severe visual impairments and blindness on a permanent loan basis. The 
machine plays disc recordings of classic and current literature, periodicals, religious 
and technical material. The recordings are furnished by the Library of Congress through 
regional libraries strategically located throughout the country and are mailed postage free. 
A description of the service and list of regional libraries is available from the Division for 
the Blind, Library of Congress, Washington 25, D.C. Veterans are eligible for the machines 
and the library services as well as any other blinded person. 

b. Directory of Agencies Serving Blind Persons in the United States and Canada -- 
This directory is a publication of the American Foundation for the Blind, Inc., 15 West 16th 
Street, New York 11, New York, and lists all the agencies serving the blind and gives a short 
summary of the services they provide. 

c. Blinded Veterans Association--National headquarters: 3408 Wisconsin Avenue, 
Washington 16, D.C. This organization is dedicated to the rehabilitation and welfare of 
blinded veterans. It is an excellent source of information and where they have field repre¬ 
sentatives, can be very helpful to individual veterans. 

d. Federal and State Income Tax Exemption for Blindness --Applies to veterans 
the same as for nonveterans. Details can be obtained from local offices. 


e. Annuities and Tax Exemptions --Annuities are provided by many States be¬ 
cause of blindness or for the conditions under which it was caused. State or local taxes or 
license exemptions are frequently provided because of blindness. These benefits differ in 
localities. 

f. Social Security Entitlements --These might have developed out of the disability 
caused by severe visual impairment or blindness. 

g. Special Legal Provisions for Voting by Blind Persons --These are provided by 
the various States. Information may be secured from the American Foundation for the Blind, 
Inc., or from local sources. 
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h. Catalog of Aids and Appliances --Pamphlet published by the American Founda¬ 
tion for the Blind, Inc. 

i. Special Reduced Rates for Transportation --Administered by the American 
Foundation for the Blind. This is provided for blind persons riding with a companion on 
railroads and buses of the United States. 

j. State Vocational Rehabilitation Services --The various States provide voca¬ 
tional rehabilitation counseling and training for which veterans may be eligible. 

k. Dog Guides --Philosophy and practical considerations in securing and using 
dog guides, indications and contraindications for their use may be secured by writing to 
one or several of the agencies engaged in providing such services. 
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